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EN and women with a sound, scientific knowledge of health, physical 

education, and recreation, are needed as teachers, leaders, directors, 
supervisors or coaches, in primary and secondary schools, in colleges and 
universities, in community playgrounds and_ recreational centres, in 
Y.M.C.A.’s, Y.W.C.A.’s and Y.M.H.A.’s, in industrial and commercial 
games, sports and recreational clubs, in summer camps, swimming pools and 
bathing beaches, in convalescent hospitals and rehabilitation centres. In 
order that the programs in these various organizations may be conducted 
efficiently and effectively, the personnel in charge must be educated and 
trained for the purpose in universities and colleges. 


Past Methods of Meeting the Demand 


Physical-education courses to qualify individuals to perform the duties 
and responsibilities of the above positions have been given at McGill and the 
University of Toronto and at The Margaret Eaton School for many years, 
but these were available only for women students. Men desiring to qualify 
have had to take courses given at Syracuse University or one or two others 
in the United States. In order that these physical-education courses might 
be given university status and earn a degree, students were required to take 
arts and science subjects concurrently with physical education, in the pro- 
portion of three or four of the former to one of the latter. This requirement 
was considered desirable, for it was thought sufficient to qualify teachers to 
give instruction in other subjects in the schools in addition to physical 


_ *Brief on Physical and Health Education presented to the Royal Commission on Educa- 
tion of Ontario, October 11, 1945. 
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education. These combined physical education and arts courses came under 
the aegis of the Arts Faculties and had no connection with Faculties of 
Medicine or medical education. 


The Attitude of Indifference Towards Health on the part of the Medical Profession 


Unfortunately, physical education and the teaching of health in the 
schools have had no support or encouragement from the medical profession or 
medical educators. The interest of doctors has been so absorbed in sick 
people and disease that little thought or time has been given by them to the 
consideration of health and the means of its improvement. 

“For my annual wartime lecture,” said Dr. John A. Ryle, Regius 
Professor of Medicine, to the medical students at Cambridge University in 
1942, ‘‘I have chosen a subject which, curious though it may seem, finds no 
special place or mention in the medical curriculum. Medicine is primarily 
concerned with the observational study (with a view to its relief) of disease 
at the bedside, in the consulting room or clinic, or in the laboratory. Disease 
also has its own science of pathology, which is concerned with the more 
intimate laboratory investigation of its causes, processes and consequences. 
But, notwithstanding that the study of health would seem to be the proper 
preliminary to the study of disease, we find no counterpart to medicine, no 
parallel observational science devoted to the fireside or field-side or laboratory 
study of health. Nor is there a science comparable to pathology which deals 
with the more intimate causes, processes and consequences of health.” 

‘““Hygeia, the daughter of Aesculapius, was the goddess of health, a 
subject in which the Greeks were intensely interested (note: physical 
educators claim that their practices began with the gymnastics of the Greeks), 
and hygiene originally meant the science of health; in modern usage, however, 
it has come to convey the narrower meaning of sanitary science. Physiology 
and anatomy, it is true, concern themselves with some of the processes and 
attributes and supply some of the standards of health; but, as a rule, they 
have little to say of its outward manifestations, of what may even be called 
its ‘symptoms and signs’ or of that elaborate co-ordination of functions by 
which it is constituted. They touch scarcely at all upon its causes and 
consequences . . . There are difficulties in the matter of health as a concept. 
It is not at all an easy thing to define, and most existing definitions are 
inadequate.”’(1) 

In a broadcast on health and fitness in 1937, Lord Horder said, ‘‘1 suppose 
I ought to begin by giving you a definition of what health is, so that you 
may know what | am talking about. But, as a matter of fact, health, like a 
lot of other primitive things that we only know by experience, does not admit 
of a definition.” (2) 


A Conception of the Principles of Health in Living Things 


‘What is health? How can its principles be defined?’’ said your presenter 
to the Association of American Medical Colleges in October, 1944, at Detroit. 
‘Tt cannot be thought of simply as‘ the normal’ in contrast with ‘the abnormal’ 
or diseased, as has been the custom in the medical courses in the subjects 
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of anatomy and physiology. If health is a positive condition, a definite 
entity, of what underlying principles does it consist? 

‘In the first place, health is something which only exists in living things; 
that is, it occurs in anything and everything that lives, and, conversely, is 
never found in inert materials or dead things. In order to acquire a knowledge 
of structure and function in relation to health, it must be studied in living 
organisms and not only in the dissecting rooms or laboratories. Secondly, 
health varies in relation to the quality of the structure of an organism or of 
any of its parts. Quality of structure in a living thing may vary from a 
standard of gréat excellence at one end of the scale to a very low standard 
at the other end, with all shades of difference in between; it may be so 
impaired by loss of its quality as to be completely altered in its characteristics. 
Quality of structure as evidence of health can be investigated and assessed 
by taking a health history of an organism and making a health examination, 
i.e. by using the same scientific methods to assess health as the doctor does 
to diagnose disease. Quality of structure has a direct influence upon the 
function that a structure performs, because a structure of good quality will 
carry out its particular function more efficiently than a structure of poor 
quality. In other words, structure and function are interdependent on one 
another, for not only is a function carried out well if the quality of its structure 
is good, but the performing of its function tends to improve and maintain 
the quality of its structure. Thirdly, health varies in accordance with the 
degree of efficiency with which an organism performs its functions; i.e. if 
an organism performs its functions with a high degree of efficiency, its 
standard of health will be high, and vice versa. The efficiency with which a 
function is performed can be investigated, examined, tested and assessed in 
the well person in the same scientific manner as the doctor now uses in taking a 
history of disease, and making an examination in order to diagnose disease. 
In the latter case, he bases his opinion on the evidence he finds of diseased 
structure and impaired function, while, in the former, he can judge the 
standard of excellence of health by the quality of structure and the degree of 
efficiency in the performance of its functions and thus assess the health of 
the organism or part.”’(3) 

The assessment of the health of an amoeba, a single-cell organism, is 
easily accomplished, for it consists of examining the quality of its structure; 
the efficiency with which it performs its basic biological functions of movement, 
nutrition and metabolism, responsiveness to stimuli, of reproduction, growth 
and development, and the harmoniousness with which these are co-operating 
with one another; and the satisfactoriness with which the organism as a 
whole is adjusting itself to the environment in which it is living. 


































A Conception of Health in Man 





Identically the same procedure can be followed in assessing the health 
of a person, the most complex living organism that exists. In accordance 
with the standard of health found in a person, methods of treatment could 
be instituted by which a good standard of health can be maintained, a 
moderate standard promoted, and a poor degree or complete loss of it restored. 
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Broadly speaking, the methods of treatment can be summarized under the 
basic biological functions of living things, viz.: (1) movement by the use of 
the various forms of physical activity and exercise; (2) nutrition and metabol- 
ism by the application of the known scientific knowledge in this regard; 
(3) reproduction, growth and development by the use of the known scientific 
knowledge of the effects of all these functions upon the growth of cells and 
tissues; (4) responsiveness to stimuli by maintaining the quality of the 
structure of the brain and nervous system and by the use of mental hygiene 
knowledge in maintaining emotional stability and mental health; (5) by the 
giving of advice that might help the individual in adjusting himself to his 
social, educational, vocational and other environments. 

The above-described body of knowledge regarding the relation of the 
health of living things or of man to the quality of his structures, to the degree 
of efficiency with which his functions are performed both independently and 
in harmony with each other, and to the satisfactoriness with which he adjusts 
himself to his environments, can be studied and investigated with a view to 
assessing the degree of his health as a total personality. Should the standard 
of health fall below an adequate standard, the methods of restoring it by 
giving appropriate treatment have been learned by experience and can be 
instituted. 


Categories of Health in Man 


In a graph of unselected individuals prepared by Florence Meredith in 
1942 (see Appendix A), the assessment of their health shows that approximately 
10 per cent are virtually well and 10 per cent actually ill or disabled; between 
these two extremes are 80 per cent who are neither really well nor frankly 
sick. They are unfitted for the fullest and most efficient activity for their 
own satisfaction and for service. 

My own conception of the categories of health into which people can be 
roughly grouped was given in a paper on Human Health and its Assessibility, 
published in 1941. In Class A are 10 per cent of individuals who are in 
perfect condition physically, nutritionally, mentally, and every other way. 
In Class B are 20 per cent of people in good average health, but who, by 
practising health promotion daily, could in many instances raise their con- 
dition to Class A. In the third group, Class C, are 30 per cent in “poor” 
health. They are in poor condition physically, nutritionally, emotionally, 
and are just able to carry on by dragging themselves along from day to day; 
they very easily break down and drop to the next lower category, Class D, 
in which about 30 per cent of people are found with what | have called Loss 
of Health. In one group, these individuals have deteriorated to so low a 
level of health, either physically, nutritionally, emotionally, and as a total 
organism, that no standard of health could be said to exist and, therefore, 
they are said to be suffering from ‘‘loss of health’. In the other group, the 
health that they once had is being destroyed by the onset of disease, especially 
tuberculosis in the young age individual and cancer in the middle and older 
age person. When a person loses his strength and weight and is irritable and 
nervous and has little desire to work, he should be carefully examined by a 
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doctor to determine whether he is in the incipient stages of some chronic 
disease or has merely lost his health. This diagnosis is one of the most 
difficult for a well-trained doctor to make, and yet, in many instances, many 
persons attempt it themselves by taking a holiday or filling themselves with 
patent medicines, thus postponing the day when the disease is discovered 
in an advanced condition. Regular health examination would avoid such 
occurrences. Sometime in the future, a system of medical practice will have 
come into use in which the first diagnosis of sickness or of health will be 
undertaken by the doctor and not by the patient as is the case under our pre- 
sent method. ‘“‘Through an organization such as the Pioneer Health Centre 
(London), the onus of the detection of ill-health is removed from the patient, 
who is ignorant of the nature and also of the presence of disease, and is placed 
in the hands of the doctor who is trained to carry this responsibility.” (4) 


The Recognition of ‘Health’ as a Subject of Knowledge for Which 
Hygetalogy is Proposed as a Name 


The whole body of knowledge concerning health, either in man or any 
other living thing, is of such a nature and of such extent that it should 
constitute a discipline or subject of knowledge to which a name should be 
given for its identification. The name chosen should be such as to include the 
whole new broad concept of health in living things in general and man in 
particular. There is ample justification for persons practising an art and 
science of health in co-operation with those who are practising the art and 
science of medicine. To call such a body of knowledge and its practical 
application ‘‘ physical education” is not satisfactory, despite the wonderful 
tradition that has grown up in recent years among the workers in this field. 
It is not correct to limit its scope by calling it ‘education’, for health is an 
art and science practised both by the individual himself as well as a subject 
that can be taught and can be the object of research. We do not speak of 
“the profession of medical education”’ but of medicine or of dentistry and 
soon. One could talk of the “‘health profession”’ but this would be confused 
with workers in public health who are doctors called public health officers. 
Personal health would be the obvious complement to public health and would 
not be inaccurate. If this body of knowledge is recognized as having the 
status of a science of health, then the practice of adding -logy to the sub- 
stantive would give “healthology”’ as a name for it, but this is such a hybrid 
that it would hardly be acceptable. The adding of -logy to the Greek word 
“hygeia”’ for ‘‘health’’ would result in Hygeialogy, a word that is descriptive 
and would fulfil all the conditions which other words, like hygiene, sanitation, 
public health, physical education, health education, would not do, owing to 
the meaning they have acquired through years of use. Each of them is 
applicable to certain definite aspects and points of view regarding health, 
but none of them could be accepted as all-inclusive of this broad concept of 
health. 

The giving of a name to this essential field of knowledge is especially 
important from the curriculum standpoint. ‘Education rests heavily on 
tradition and subjects of the curriculum long outworn are slow to relinquish 
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their seats to newcomers. College requirements have a profound effect on 
the high school program and higher education has seldom considered a 
knowledge of the human body and its care essential to the preparation of the 
student for life and living.’’(6) A basis of knowledge of health in living things 
can well be incorporated in the courses of general science in grades IX and X. 
The students in grades XI and XII could be taught all that is implied by the 
name Hygeialogy, and standing in it could be an essential requirement for 
the Secondary School Graduation Diploma. Should students desire to 
continue its study in grade XIII and have credit for it for admission to 
universities, they should be given the opportunity to do so by taking it as an 
optional subject, similar to music. 

By the establishment of this degree course in Physical and Health 
Education in the University of Toronto, the knowledge of the human body and 
its care is recognized as being on a university status. A similar step should 
be taken at other universities and by departments of education at the secondary 
school level. The teachers should be required to obtain specialist certificates 
in Hygeialogy just as they now do for classics, languages, science, etc. 


The Degree Course in Physical and Health Education 
at the University of Toronto 


The curriculum of this course has been developed by adding physical and 
health education courses to the courses given in the first half of a medical 
course, except for the fact that the purpose for which anatomy and physiology 
are given has been changed. In a medical course, these subjects are known 
as ‘‘preclinical’’ because the knowledge provided is taught for its future 
application in the diagnosis and treatment of disease in the sick person. In 
the Physical and Health Education course, the knowledge of the structures 
and functions of the body is taught for its immediate application to the living 
person, with a view to understanding, assessing and promoting his health. 
This combination of physical education with so-called medical subjects 
instead of arts and science subjects is a revolutionary one, but the experience 
of five years has proven that it has more than justified itself. 


The Scientific Study of Health 


The application of the principles of health to microscopic organisms, 
plants and animals might be taught in the schools in courses on general 
science, on botany, zoology or biology, and thus provide a scientific back- 
ground for their application to man. The application of scientific investi- 
gation and research to the production of plants, crops, fruits, domestic 
birds and animals has resulted in vast improvements in the standards of 
health of these types of living things. Similar raising of the standards of 
health might be accomplished by applying the same scientific methods to 
the study and investigation of the health of persons. Much of the great 
progress in the diagnosis and treatment of disease in the sick person in the 
past forty years has resulted from the application of the scientific methods 
in diagnosis and treatment. The time has come when similar scientific 
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study and investigation should be undertaken into health and its maintenance, 
promotion and restoration in the so-called well person. Such procedures 
might be instituted by teaching health to the rising generations in such a 
manner that it will create in them such an attitude towards health as will 
make its attainment an asset to be sought and striven for by all. Health 
has too long been taken for granted, assuming that if disease and sickness 
can be avoided or prevented, then health will exist. Its possession and 
degree should be not only an ideal to be sought, but a virtue to be rewarded 
as are the other virtues. Pride in the possession of a high standard of health 
should be inculcated at all periods of life. 


The Basis of Physical Education 


Why is active exercise necessary for the maintenance of physical fitness? 
The Greeks prescribed gymnastics for the reason that it made the body more 
beautiful and that it made men better soldiers. Physical training (P.T.) 
is still prescribed for these purposes. Most people think exercise is taken 
solely to make their muscles stronger. Man spends about sixteen hours of 
the day in carrying out his life activities and eight hours in resting. During 
the latter period, all life activities are slowed down and have an opportunity 
of regaining strength for the next phase of activity. This rhythm of life 
repeats itself daily in all living things. What effects does the active period have 
on the individual’s structures and functions? In the first place, the changing 
from the horizontal to the vertical position brings about an increase in the 
rate that the heart muscle contracts to drive the blood through the circulatory 
system, and a faster rate of breathing. The more rapid rate of the heart 
beat forces the blood into the arteries faster and more often, and from the 
arteries it enters the capillaries during its passage through which it gives off 
oxygen from its red cells and nutritious elements from its serum to enable 
the cells of the body tissues to maintain their quality and thus function 
efficiently. At rest, the blood travels from the heart to the capillaries of 
the body and back through the veins to the heart again in 50 to 60 seconds, 
whereas during active exercises, the blood completes this cycle in 10 to 20 
seconds. All cells, tissues and organs of the body thus receive fresh blood 
more often during activity than when resting. But the flow of blood is 
especially increased in the tissues that are actively bringing about the move- 
ments, i.e. the muscles, bones and joints. The number of capillaries found 
amongst muscle fibres is especially great in order that they may receive 
adequate oxygen and food elements for them to function satisfactorily. In 
cutting across a square inch of thigh muscle, no less than 1,250,000 capillaries 
would be divided. ‘‘In a man of 150 pounds, if all the capillaries in the muscles 
of his body were placed end to end, they would extend for 62,500 miles or 
two and one-half times around the world!’’(7) This greater amount of blood 
brought to the muscle fibres more often brings about an improvement of their 
quality and thus enables them to perform their function more efficiently. 
At the same time as these changes are occurring in the muscles, the bones to 
which the muscles are attached are also affected, for the bone capillaries 
(250,000 to a square inch of hard bone) arise from the same arterioles (small 
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arteries) in the muscles as the muscle capillaries, and thus more blood is 
conveyed to the bones as well as the muscles. Thereby, the quality of the 
bone is improved, making it stronger and more elastic and less likely to break. 
Fractures in football players are unusual after three weeks’ training. As 
red blood cells are produced inside the ends of long bones, in the ribs, vertebrae 
and flat bones, at the rate of one million million every twenty-four hours, 
an improvement of the quality of these areas in bones by regular active 
exercise would result in the quality of the new red blood cells being enhanced 
and thus enabling them to influence for good all the cells and tissues throughout 
the body to which they are transmitted so frequently. The accelerated 
blood flow to the cells of the body increases the frequency with which they 
reproduce themselves and replace the worn-out cells. Growth is obvious 
in our nails and hair, but, although not apparent, it is proceeding in practically 
all the cells in our skin, our glands, the liver, the digestive glands, the kidney 
and so on. Even our capillaries are constantly replacing themselves, as are 
also the connective or supporting cells of the body. That this is the case is 
shown in the process of healing of wounds, when the increased capillary 
circulation that follows an injury results in new capillaries and new con- 
nective tissue cells forming to seal the cut surfaces together again. Healing 
is thus.a speeding of a normal process of reproduction of cells that is present 
throughout life. Broken bones heal in the same manner. This constant 
growth of new cells replacing old ones is found in practically all types of cell, 
with the exception of the muscle cell and the nerve cell, the number of which 
in the body does not increase after birth, and, if they are killed by disease 
or injury, they are replaced by new connective tissue. This concept of the 
constant presence of growth of cells has a profound influence upon the quality 
of the cells’ structure. If the reproducing cell has good quality, its division 
will result in daughter cells of good quality. Health of cells thus necessitates 
maintaining their quality at a high level by the way we live. The structures 
of the joints that are moved during exercise are similarly affected by increased 
functional activity so that their ligaments are stronger and their cartilage 
surfaces of better quality. Activity improves the quality of the heart muscle 
and enables it to function satisfactorily under the increased strain put upon 
it. The speeded-up blood flow also improves the quality of the cells of the 
brain and nervous system, so that these structures are able to function better. 
The effect of active exercise upon the functioning of the stomach and digestive 
tract has not been adequately appreciated. Too little study has been made 
of the relation of exercise to the movements of the gaseous and fluid contents 
and their chemical changes in the stomach and intestines. The increased 
production of waste products that occurs in the body during exercise speeds 
up their elimination through the lungs, the skin, the kidneys and intestines. 
‘Physical exercise should have as its purpose increased responsiveness of the 
whole mechanism of nervous co-ordination, the development and stimulation 
of courage and resourcefulness, the expression of personality, the capacity 
for self-discipline, and the spirit of emulation and even adventure. Body and 
mind must be brought jointly into motion: ethics and ideals must rank as 
equally desirable with physical fitness.” (5) 
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It is obvious from the above explanations of the effects of active exercise 
on human beings that there is no age group from childhood to old age which 
will not derive benefits from its use. As the teaching of physical activities 
should begin in the primary schools, the training of teachers at normal schools 
should include physical education in order that games and skills may be 
learned at this early period. All too often, children enter the secondary 
schools or even the university without having received any training in simple 
skills of ordinary games, and are so handicapped that they often are incapable 
of acquiring any proficiency in them. Games of a physical nature should 
be participated in as a means of maintaining fitness not only during childhood 
and early adult life, but also during middle and old age. There is no age 
limit. 

A vast expansion in the field of physical and health education is envisaged 
as an outcome of the experience in the war of the medical services in army, 
navy and air force, both in the maintenance of the health of their personnel 
during service and in the reconditioning of those convalescing from injury 
or disease. The Department of Veterans’ Affairs is having a similar experience 
in the period of rehabilitation. A planned program of physical activity is 
instituted at the earliest moment convalescence begins, and continued until 
the individual is fit to return to duty or to resume his civil life. Bed exercises 
designed to promote a gain in physical strength are followed by sitting-up 
and ambulant activities, and completed by a course of regular physical 
training. All these activities are given under the aegis of physical educators, 
most of whom have been educated specially for the particular activities they 
direct. The convalescing individual receives, in addition to his physiotherapy 
and occupational therapy procedures, physical exercises of a general kind 
each day. Recreational and educational programs also play their part in 
restoring the individual to health. It is to be expected that persons 
convalescing from disease or injury in civil life will be provided with similar 
physical activity programs, both in active treatment and convalescent 


hospitals. As this development progresses, more and more graduates in 
physical and health education will be required. 
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APPENDIX A 


I. CATEGORIES 


The Science of Health 
Meredith - 1942 (6) 


Semi-well 


II. CATEGORIES 
Ryerson - 1941 (4) 


30 
D 
Loss of Health Average Excellent 


CATEGORIES 


50,000 Recruits - Canada 
Canadian Medical Association Journal 
October, 1941 


20 


Service Behind the Anywhere 
in line 
Canada 


CATEGORIES 


209,000 Recruits - Canada 
Toronto Saturday Night 
December 13th, 1941 


Service Behind the 
in line 
Canada 
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MEDICAL CURRICULUM 


AS PROPOSED BY 


E, STANLEY Ryerson, M.D., C.M. (4) 
Assistant Dean and Secretary, Faculty of Medicine 
University of Toronto 


1. Hygeialogy 


Fs 


The Science of Health 
The Causes of Health 


Man’s Structures and Functions 
in Relation to Health 


Hygeialogical Anatomy 
Hygeialogical Histology 
Hygeialogical Physiology 
Hygeialogical Chemistry 
Hygeialogical Psychology 


. The Well Person 


Manifestations of Health 
History of Health 
Physical Signs of Health 

Physical Examination 
Assessment of Health 


Disposal of Well Person 
Maintenance, Promotion or 
Restoration of Health 


Methods 
Physical Activity 
Nutrition and Metabolism 
Mental Hygiene 
Adjustment to Environment 


Prevention of Disease 
Private Individual 
Personal Health 
Public Health 


I. Pathology 


The Science of Disease 
The Causes of Disease 


. Man’s Structures and Functions 


in Relation to Disease 


Pathological Anatomy 
Pathological Histology 
Pathological Physiology 
Pathological Chemistry 
Pathological Psychology 


. The Sick Person 


Symptoms of Disease 
History of Disease 
Physical Signs of Disease 

Physical Examination 
Diagnosis of Disease 


Disposal of Sick Person 
Curing of Disease 


Methods 
Medical Treatment 
Surgical Treatment, etc. 
Restoration of Convalescent 
Person to Health 


Prevention of Disease 
Public Health 





THE PREPARATION OF THE PUBLIC HEALTH NURSE 
FOR SERVICE IN RURAL HEALTH UNITS 


ELIZABETH RUSSELL 


Director of Public Health Nurses 
Department of Health and Public Welfare of Manitoba 
Winnipeg 


HE title of my paper was chosen for me and what I have to say has, I am 

sure, been said more ably before by leaders in the nursing education field, 
but because in this post-war era there is a growing awareness that adequate 
public health services are a national necessity, and because it is becoming an 
accepted fact that the promotion of public health is a major function of govern- 
ments, the topic is a timely one. 

In Manitoba, local health units seem at the present time to meet the answer 
for an effective rural health service. Each unit consists of three or more muni- 
cipalities with a population of from 12,000 to 20,000. The unit staff includes a 
medical director, sanitary inspector, clerical staff, and at present one public 
health nurse for each 5,000 of the population for a generalized nursing program. 
All members of the unit staffs are civil servants. The recommendation for 
appointment of each type of worker is made from the particular division of the 
Provincial Department. Each division is also responsible for the introductory 
preparation, assignment to a particular unit, field supervision, in-service edu- 
cation and recommendation re changes of district, promotions and salary in- 
creases for the staff. 

Canada, in 1937, with a population of ten and one-half million, had 17,700 
State-registered nurses. According to the 1944 census, the Dominion would 
require 2,400 public health nurses at a ratio of 1 nurse for every 5,000 of the 
population for a generalized nursing service, or 6,000 public health nurses, or 
1 to every 2,000, if a visiting nursing service were provided for all. 

Twenty-five years ago, a noted leader in the public health field, Dr. Herman 
Biggs, in outlining future objectives in health work, said “One serious handicap 
to the accomplishment of these ends in the future, will be the lack of well trained, 
qualified workers and their proper distribution.” The years have proved the 
truth of this statement. To meet the present need, we must recruit many more 
nurses to this field of service and those recruits must be intelligent, alert and 
skilled. It is generally conceded that degrees alone do not produce the ideal 
combination of all these qualities of heart and mind that a successful nurse must 
have, but we, who have learned our trade by the route of experience, realize the 
necessity of adequate preparation of those now entering the field. 


Presented before the Public Health Nursing Section at the thirty-fourth annual meeting 
of the Canadian Public Health Association, held in the Royal York Hotel, Toronto, May 
6-8, 1946, in conjunction with the annual meetings of the Ontario Health Officers Association 
and the Canadian Institute of Sanitary Inpectors (Ontario Branch). 
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Study of the preparation and the performance of public health nurses indi- 
cates that if the nurse is to carry out the program which is included in public 
health nursing services, provision must be made for adequate preparation 
through every educational avenue that can be used and developed, including 
preliminary education, schools of nursing, special public health nursing courses, 
educational devices within the agency, and self-education. 

The education and training of the public health nurse is a continuous process 
extending throughout her professional life, for opportunities for sound health 
education will be found in all services that a public health nurse is asked to 
render. 

Because of the newer concepts of public health and wider opportunities for 
service, the preparation of the public health nurse must be constantly reviewed and 
brought up to date. She must be prepared to meet not only the demands of t»- 
day, but also the challenge of to-morrow. The general and professional educa- 
tion must, to a greater degree, equip students for more intensive service for it 
is not conceivable that the levels of service can be raised, that the public healtn 
nurse can successfully do her share in the field, without adding to her skills and 
giving her a working knowledge of modern methods of disease prevention and 
health education. 

Nurses must be selected on the premise that personal and educationsl 
qualifications will ensure successful practice in public health nursing, and the 
content of the curriculum both in schools of nursing and in university need 
appraisal and perhaps adaptation to present and future needs. 

The Manitoba Provincial staff includes graduates from all types of hospitals. 
Having the preparation of this paper in mind, I wrote to all field nurses asking 
what they felt was lacking in their basic or post-graduate course that would 
have been of help to them in their work. The following is a condensed outline 
of the replies I received : 


TRAINING IN SCHOOLS OF NURSING 


The school of nursing should find out by the questionnaire method what 
the first-year student nurses know of the meaning of public health and the 
duties of the nurse in this field. 

The teaching program should be planned to meet the known needs and to 
be carried through the three-year course. 

The need for lectures on mental hygiene during the first year was stressed. 

The teaching given should stimulate interest in public health and should 
make the nurse alert to health-teaching opportunities. 

The nurse will be happier in her training and more secure in her work if 
the teaching is presented from the angle of health rather than disease. 

Healthful living is not stressed enough. 


Community health should be taught in all schools of nursing so that the 
student nurse will learn to think of her patient as part of a home unit. Field- 
observation visits should be made possible and she should learn the health pro- 
gram of her Province, both rural and urban. 
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Since a great deal of our work is with children, more experience in this 
department of the hospital is important. Some teaching in child psychology 
would be of great help. 

More experience in the out-patient department and particularly in the 
prenatal clinics is needed. Student nurses should be taught how to deliver a 
baby in a home. 

In teaching communicable diseases to nurses, more emphasis should be 
placed on the recognition of disease, the method of control and how to give home 
care. Too much time is spent on the aetiology of disease. A nurse learns isola- 
tion technique and procedures in the hospital and learns to carry them out 
perfectly, but she has no idea how to apply this teaching in a home situation. 
Nurses should be taught how to improvise in carrying out bedside nursing 
techniques ; proficiency in this would give the nurse confidence in her work. 

In teaching venereal diseases, more emphasis should be placed on the public 
health point of view. 

More experience in tuberculosis nursing is desirable. Without such training, 
it is impossible to answer the questions that people ask—information that is not 
given us in lectures. 

The fact that patients are people with hopes, plans, fears, worries and a 
definite family background and pattern of living, should be stressed throughout 
training. This would arouse in the nurse more interest and develop her ability 
to deal with family situations. 


THE ScHOOL oF NURSING 


The present problem of administrators of public health nursing agencies 
is how well can the nurse be prepared, in the least possible time, to carry out the 
duties of her office in a community health program. During the war years, 
health agencies were glad to secure what nurses were available to keep a mini- 
mum program going, but the average nurse entering the public health field 
before post-graduate study requires a great deal of induction preparation. 

The chief aim of Schools of Nursing in the past was that the students might 
attain a high degree of skill in helping to make the sick well, but much more is 
required of the present-day graduate. 

The changes that have been taking place in the function of the nurse must of 
necessity be reflected in any program of nursing education which is designed to 
prepare the nurse in an effective way to meet the health needs of present-day 
society. 

It would seem essential that the preparation of the public health nurse must 
begin in the under-graduate course. This presupposes a qualified public health 
nurse on the teaching staff of the School of Nursing. 


I quote from the recent report of the National League of Nursing Educa- 
tion : 


“Since the basic concept of nursing includes health promotion, illness prevention, an4 
rehabilitation, as well as curative measures, education for nursing in the true sense must be 
equally inclusive. 
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“The students should see the health—preventive and rehabilitative, as well as the curative— 
elements of nursing given or planned in relation to every patient. This requires close co- 
ordination of the hospital nursing service with all other nursing services in the community. 
Establishment of such service, and simple but effective channels of referral and communicaticn 
‘between these nursing services, are essential early steps in providing an adequate clinical 
teaching field in nursing. 

“Growth in understanding of integration of social and health aspects of nursing through- 
out the whole basic curriculum is to be desired rather than an added course of affiliation.” 


The School of Nursing can develop attitudes towards present health prac- 
tice and towards progressive change. Here, the first effort should be made to 
prepare the right type of worker for the public health field. 

To a great extent as Schools of Nursing go, so goes public health nursing. 

The field of public health nursing must be made desirable to the graduate 
nurse. Her interest in this particular field can be aroused during her under. 
graduate course and a more adequate preparation can be given her throughout 
this time. 

In 1919, Miss Brainard wrote: “It must be borne in mind that the usual 
hospital curriculum teaches the nurse nothing concerning the social side of her 
work, does not fit her to meet the family or community problems, which form a 
large part of her daily responsibility, nor to solve the many perplexing questions 
that constantly confront her.” This is still true in some Schools of Nursing. 

The present-day graduate thinks too much in terms of the sick in hospitals 
and not enough of the well in homes. As Mabel Welsh has said, “Social 


mindedness is an asset within the hospital as well as without and it is precisely 
this attitude that is indispensable for the successful public health nurse.” From 
the first day of her hospital experience, the student nurse should be led to ques- 
tion the reason for the procession of diseased and maimed who constantly pass 
through the services of the hospital. Personal instruction by a nurse on 


diet, rest, exercise and mental hygiene will accomplish better results than many 
posters and pamphlets. 


The student nurse will acquire a public health viewpoint if the School of 
Nursing has affiliation with health agencies giving service in both urban and 
rural areas. Having in mind the better preparation of the nurse, most Depart- 
ments of Health are eager to co-operate in this. 


Present accepted educational requirements for the nurse who wishes t> 
enter the field of public health nursing are: 


At least junior matriculation and ability to undertake further study on a university levei. 

Graduation from a School of Nursing which provides the basic elements of public health 
nursing, i.e., ability to give a good standard of nursing care. 

Some prerequisites for sound basic preparation and experience would be: 

A conscientious adherence to good operating-room technique. 

Good bedside nursing care. 

Good obstetrical care. 

Good infant care. 

Adequate care of pre-school and school-age children. 


An understanding that the emotional, mental and social needs of a patient are part of his 
total needs and not physical care only. 
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Care of communicable diseases including tuberculosis and venereal disease and a clear 
understanding of the preventive aspects and health education involved for both patient and 
family. 

Psychiatric nursing. 

Nutrition. 

Mental hygiene should be integrated throughout so that the nurse considers the mental 
aspects of any illness. 

An understanding of the deficiency diseases that are becoming increasingly a public 
health problem, with recognition of the preventive aspects and the ways in which patients may be 
better adapted to their physical handicaps. 


POST-GRADUATE STUDY 


The expressed needs of the Manitoba staff in post-graduate preparation 
were as follows: 

Broader studies in sociology. Western Canada has many ethnic groups; their many 
ways of life should be well understood by the rural nurse. 

Comparison of rural income levels, food habits and social agencies with those of urbin 
areas. Too frequently only the typical urban way of life and social agencies are discussed. 

All post-graduate students in public health nursing would be equipped to give a better 
service to any community if they rectived training in public speaking and modern educational and 
advertising methods, and even were taught to run a simple movie projector. 

Lectures and teaching experience in nutrition. 

Teaching in household management. 

More instruction on the methods and principles of teaching and how to adapt the teaching 
to the level of understanding of the person to be taught in order to bring about an active 
response. 

The curriculum should be set up with many electives which would be of actual value to 
the public health nurse. 

Field work should be taken at training centres with expert staff. and distributed through 
the course and not left to the end. 

Well-organized panel discussions. 

Teaching on how to survey community needs, how to plan a nursing program to meet 
these needs, and how to evaluate our work. 


Here it occurs to me that it would be impossible to meet all these needs 
in one year of study. 


In-SERVICE EDUCATION 


Our first step in the preparation of the nurse is, of course, selection. of the 
right type of personnel with aptitude and ability and a genuine interest in this 
particular field of nursing. And having met the requirements for basic profes- 
sional and graduate education, knowledge of newer trends in public health and 


continued interest and development of the nursing staff can be maintained by 
in-service education. 


In-service training covers a wide range of learning experiences from staff 
education, attendance at conventions, observation of other health programs, to 
one or more years of university study. 

Our program includes the plan for introduction of new staff nurses to the 
work through a short orientation period at the central office. During this time, 
she has interviews, conferences, demonstrations and introduction to some of the 
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related services. She learns something of the policies and techniques of the 
Public Health Nursing Section. She is prepared for the field service through 
the teaching centre. 

The in-service education for the entire staff is carried on through stait 
education conferences and short refresher courses, and we expect that annual 
departmental conventions will be held. 

All senior health unit nurses are given six weeks’ experience in the venereal 
disease control program. This includes assistance at clinics, treatment of patients 
in Provincial institutions, case finding and follow-up visiting. 

Two weeks’ to one month’s experience at the Provincial Sanatorium is 
given to nurses before being assigned to a district. 


Teaching Centres 


Through a grant from the Kellogg Foundation, two rural health units ia 
Manitoba are being developed as teaching centres. A complete health program 
that will include bedside care will be carried on. These teaching centres will be 
used for introduction and in-service education of all health unit personnel and 
will meet the accepted standards of local health practice. A qualified educational 
supervisor is responsible for the teaching program for nurses. The many aspects 
that fit together under this heading would be: 

A short introductory period with the Bureau of Nursing. 

Placement in a district within the unit. 

Continuous work over a period of two or three months with a student 
adviser. 

Observation followed by participation in the program and a gradual accept- 
ance of responsibility. 

Frequent visits of observation would be made by the adviser followed by 
interviews for discussion of the visits made. 

In order to provide such a program for the beginning group, it is necessarv 
to carry on a concurrent program of in-service education with the nurses who 
will be responsible for the introduction of students and staff. This will allow 
opportunities for discussion of difficulties and ways to overcome them as well as 
to continue in development. 

The district supervisor will frequently visit students and new staff in 
order to help student advisers to evaluate the student and to assist her in de- 
veloping the student’s ability. 

The educational supervisor will also conduct a similar in-service program 
with the consultant and district supervisors. 


The active participation of the whole nursing group is essential to sound 
development of staff. 


Public health nurses are expected to accept greater responsibilities as they 
develop skills and abilities through preparation and experience. The new staff 
nurse will gradually take on the responsibility of her own district within the 
teaching centre. After at least a year’s service, she may be transferred to service 
in another health unit. After further experience, she will take on the duties of 
senior nurse and student adviser. 
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In Manitoba, we are now training the practical nurse. Under the plan of 
national health insurance, when visiting nursing will be included in all health 
unit programs, there will be a place for this type of worker to care for chronic 
patients under the supervision of the public health nurse. This will allow the 
public health nurse more time to practise those skills in disease prevention and 
health education for which she has been specially trained. 

May I utter a word of warning here. I have noted at times the reluctance 
of some public health nurses to include bedside care of the sick in their duties. 
The public, especially in rural areas, are asking for this service. If it is not 
given to them by the graduate nurse, some other group will meet the need. 

This brings me to a few points that do not strictly come under the heading 
of my paper, but that have direct bearing on the recruitment of suitable personnel 
and the retaining of a satisfied staff. 

Administrators are agreed that we need to attract women that possess 
qualifications necessary for success in any profession, but such women must be 
satisfied that working conditions are fair. 

The social and economic welfare of the nurse must be assured by salaries 
that will provide a decent standard of living and standardized increases on the 
basis of quality of service rendered. Hours of duty, sick leave, vacation wita 
pay, pension rights, tenure of office, promotions, leave for advanced studies, 
sabbatical or cultural leave for rest and travel should be assured on terms satis- 
factory to both employer and employee. 

And finally, the proposed Federal health insurance legislation is designated 
to make possible the maximum of good health for all by emphasis on the pre- 
vention of disease and by adequate medical and auxiliary services for the care 
of illness. This will provide a national public service; therefore, with the imple- 
mentation of this legislation, funds should be available for basic and advanced 
post-graduate study and training of nurses. 





MEETING THE CHALLENGE OF SCHOOL LUNCH 
PROGRAMS FOR RURAL AREAS 


MARGARET J. VANN 


Nutrition Consultant 
Department of Health and Public Welfare of Manitoba 
Winnipeg 


A good school lunch program should provide wholesome food for children at 
noon, and should help children to learn good eating habits. In the school 
lunch hour, children can develop in a natural way certain positive health, sociai, 
cultural and aesthetic attitudes which will contribute to better living. School 
lunches for children, therefore, should be an integral part of the school day, 
and should help to meet the challenge of one of the primary objectives of edu- 
cation—the good health of the school child. 

Certain factors contribute to the problem of organizing school lunches in 
rural areas. Most rural children travel considerable distances to school. Rural 
schools are too far from home for children to go home for food. Most children 
in rural areas carry lunches to school five days each week: of the school year. 
Facilities of rural schools are limited and quarters cramped. Unlike Britain and 
the United States, Canada has no nation-wide program for school lunches. 

School lunch programs in rural areas have been largely a community 
responsibility. The two greatest problems in establishing school lunch pro- 
grams under these conditions have been: 

1. To initiate a lunch program to meet the needs of the school children in a 

community ; 

2. To develop some plan to ensure a carry-over of the same school lunch 
program from year to year until it becomes an important part of the 
school day. 

Past history in Manitoba and other provinces shows that individual com- 
munities from time to time have had school lunch programs. There has been 
no set pattern. Yet, to walk into a one-room school on a wintery day, and see a 
pot of soup simmering on a stove at the back of the room, and see the children’s 
faces bright with anticipation, just from the smell of the soup, has convinced 
many mothers of the value of even a simple “hot food” addition to carried 
lunches at noon. Serving a hot food isn’t necessarily the goal in school lunch 
programs—but the hot food has been stimulating and encouraging to children 
to eat all of their carried lunches. 


However, rural schools with active lunch programs every year are a small 
minority, when compared to the total number of schools that could benefit from 


Presented before the Public Health Nutrition Section at the thirty-fourth annual meeting 
of the Canadian Public Health Association, held in the Royal York Hotel, Toronto, May 
6-8, 1946, in conjunction with the annual meetings of the Ontario Health Officers Association 
and the Canadian Institute of Sanitary Inpectors (Ontario Branch). 
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the program. There are several reasons. Teachers change, and every teacher 
isn’t necessarily enthusiastic. School children grow up and leave school, 
and other parents may not have the same interest in maintaining the pro- 
ject. Marked racial differences in certain communities may delay the 
understanding of the value of a school lunch program. Lack of guidance for 
teachers, and often lack of nutrition education of teachers, has proved a stumbling 
block in many instances. Therefore, if school lunch programs are to be initiated 
in rural schools, as a community responsibility, some over-all planning and 
directing influence is needed. 


Manitoba's Experience 


An attempt has been made during the last two years to do some constructive 
planning for school lunch programs, to encourage community participation, and 
to make the lunch program a part of the school’s health education program. 

The Manitoba Departments of Health and Public Welfare, Education, and 
Agriculture, as well as the Manitoba Division of the Canadian Red Cross Society, 
have worked together. 

The Manitoba Division of the Canadian Red Cross Society, in a two-year 
demonstration, has given valuable service in stimulating initial interest in many 
communities. This assistance consisted of the full-time services of a nutritionist. 
School visits, talks to community groups and distribution of literature by the 
nutritionist have done much to increase the feeling of responsibility to the school 
lunch program. The nutritionist helps organize school lunch advisory commit- 
tees. Whenever desired, the nutritionist will help plan for equipping the school, 
as well as develop working schedules, menus, recipes and so on. 

The Manitoba Department of Health and Public Welfare, through public 
health nurses in the field and existing health unit organization, has spread the 
school lunch gospel. In addition to regular calls of the public health nurse and 
medical officer, school visits from sanitary inspectors have contributed much in 
creating local enthusiasm and interest. 

The Manitoba Department of Education gives financial assistance to schools 
for buying essential equipment for.preparation of school lunches. In addition, 
the Department of Education, through the Manitoba School Journal, gives 
monthly publicity to school lunch programs during the school year. Then, at 
teacher-training schools, teachers receive instruction in the fundamentals of 
nutrition and school lunch programs. In addition, the students at the Provincial 
Normal School have had a year-round demonstration, in which each student 
had a week’s experience in preparing one main dish each day for other Normal 
School students staying for lunch. In this way, student teachers learned about 


school lunch organization and were encouraged to initiate programs, when they 
should go into the field. 


The Manitoba Department of Agriculture, through Agricultural Repre- 
sentatives and Extension workers, gives assistance to communities planning 
programs. An outstanding example of this has been the school lunch clubs in 
the Dauphin area. The school “Grub Clubs”, organized by the teachers and the 
Agricultural Representative, have school lunch programs the year round every 
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year. . The children take their learning home, and into the fields and gardens—- 
with plans for growing their own food and eating better. The farms help supply 
food for the school lunch program, which is as it should be. Learning there has 
become a part of effective living. 

A bulletin on “Better School Lunches” was prepared jointly by the above- 
mentioned groups. A copy in the hands of every teacher in the province gives 
on-the-spot assistance in planning for school lunch programs, as well as sources 
of additional aid. 

Naturally, problems have been many in this joint plan. One nutritioa 
worker cannot possibly contact all rural schools in a province regularly during a 
year. Frequent teacher changes in rural schools bring back the old problein 
of getting started again. The attitude of “What was good enough for me, ‘s 
good enough for my children” takes considerable breaking down, as well as 
natural difficulties in eating habits presented by communities of mixed racial 
origin. Then again, once a program has been demonstrated useful, voluntary 
assistance by a community group is apt to disintegrate. 


Looking to the Future 


If school lunches are to be a community responsibility, in every community 
there will be certain resources which should be used, namely, the teacher, the 
local health unit, the school inspector, the agricultural representative, the district 
home economist, local voluntary agencies, and women’s groups. 

The teacher will have adequate knowledge of the principles of nutrition and 
the techniques of integrating nutrition education into the school day, as well as 
the best methods of organizing a school lunch program. Supervision and en- 
couragement will be given to the teacher by the Supervisor of Home Economics 
in the Department of Education, who keeps posted on current developments. 

The local health unit will give a year-round continuity that has been lacking 
heretofore. The medical director, by physical examinations of school children, 
will be able to give suggestions for foods needed by children in that particular 
community. 

The teacher and the public health nurse will consult with and interpret to 
parents the food and nutrition problems of individual children. The sanitary 
inspector, in regular school visits, will ensure the safety of the water in the 
school well, and that the children eat lunch in clean, safe and pleasant sur- 
roundings. 

Nutrition problems in this plan for effective living will be discussed at 
parent-teacher meetings, adult education classes, community clubs and other 
meetings of progressive people in the community. Community groups will be 
encouraged to help make the school lunch program effective, either by voting 
direct money grants to the school, or by goods and services. 

The Agricultural Representative will work closely with the parents and 
teachers and health organization. Garden, chicken and swine clubs may all 
develop to help provide food for the school lunch program—and will demon- 
strate the practical aspects of providing for good eating. The resources of the 
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community canning centre perhaps, and certainly the cold-storage locker plant, 
will be used to preserve food for school meals. 

The district home economist will work at school lunch organizations too, 
Good cooking methods will be taught, so that future homemakers in the com- 
munity will be able to practise good food preparation at school—and carry over 
these practices in her future home. 

The initiative and interest of individual members of the community work- 
ing together will make the school lunch accomplish its purpose—that of giving 
school children wholesome food at noon, and of teaching sound eating habits. 

Finally, we are convinced that school lunch programs in rural areas, whether 


a Dominion, Provincial or community responsibility, are an important part of 
our duty to children, our number one resource. 





AN OUTBREAK OF TYPHOID FEVER IN TRENTON, 
NOVA SCOTIA 


G. GRAHAM SIMMS, M_D., D.P.H. 


Divisional Medical Health Officer 
Pictou, N.S. 


— fever, like the poor, we have always with us. Older practitioners 

can well recall when public wards were crowded regularly during the 
typhoid season each year. However, there is always a tendency among those 
who have graduated during the last two decades to minimize typhoid; to regard 
it as a distinct rarity of little public health significance. It is true that typhoid 
occurs infrequently but it is far from the truth to say it is moribund. Where 
water and milk supplies are unsafe, there is always the possibility of a severe 
outbreak of typhoid. 

In this province there is a small residuum of typhoid represented by 
individual carriers who cause the occasional case or cases each year. When- 
ever typhoid occurs, we immediately make a very thorough epidemiological 
investigation to determine the source. The carrier, when identified and proved 
to be such, is then kept under constant surveillance for the rest of his or her life. 
The results of our program have been quite creditable. 

In recent years, Nova Scotia has had one of the lowest, if not the lowest, 
typhoid death-rates in Canada. From 1939 to 1943 inclusive there was only a 
total of nine deaths in comparison with some seventy-five to eighty-five deaths 
per year thirty or forty years ago. Moreover, there has not been a milk-borne 
epidemic since 1923, and no water-borne epidemic for years before that. This 
province also has found a higher percentage of carriers than any other province 
in the Dominion 

The outbreak of typhoid in Trenton during the spring of 1945 was rather 
unusual in that the person responsible was a known identified carrier, the source 
of a number of previous cases, who in spite of warnings took it upon herself to 
cook in a small restaurant in Trenton. 

My first contact with the carrier, Mrs. D., dates back to the summer of 
1942, On August 23, 1942, a boarder at the home of Mrs. D. developed 
typhoid (phage type F). During the incubation period he had visited his home 
in another county. There were no significant contacts outside these two house- 
holds. Routine stool and urine examination revealed that Mrs. D. had stouls 
positive for S. typhosa (phage type F). Further stool examinations later con- 
firmed the fact that Mrs. D. was a typhoid carrier. She was given written and 
verbal instructions as to the precautions she should take. The local Mediczl 
Health Officer and the family physician were acquainted with the facts of the case. 
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Cholecystectomy was proffered as the best chance of terminating the carrier state, 
the final decision being left to the patient and the family doctor. 

While this was my first contact with the carrier, actually her typhoid 
history dated back twenty-nine years to 1913, when she herself developed 
typhoid in Trenton. In 1914 Mrs. D. married and in 1918 her husband had 
typhoid. In 1921 when Mr. and Mrs. D. were living in a two-family house 
in Trenton, three people in the other part of the house developed typhoid. The 
late Doctor Stramberg of Trenton, who knew Mrs. D. well, was suspicious and 
had her admitted to the Victoria General Hospital, Halifax, on February 18, 
1921, as a suspected typhoid carrier. Unfortunately, there is practically no 
history on file at the hospital regarding Mrs. D. other than that she had three 
stool and three urine examinations at weekly intervals until her discharge on 
March 12th of the same year. No S. typhosa were found in any of the stool or 
urine specimens during the investigation. Dr. Stramberg, however, apparently 
was well aware of the typically intermittent character of typhoid carriers and still 
regarded her as clinically a carrier, for on one occasion about that time Mrs. D. 
states that he told her that her “bile was full of it”. 

Following this episode there was a lull in proceedings until about 1930, 
when the carrier went to Prince Edward Island to visit her brother-in-law. 
As far as can be determined, she cooked for him. One month after Mrs. D.’s 
arrival, her brother-in-law developed typhoid and died. 

This, then, was Mrs. D.’s past typhoid history prior to my first contact with 
her in 1942. 

From 1942 until the outbreak of typhoid in Trenton in April, 1945, Mrs. 
D. was fairly co-operative, although she showed evidence of not appreciating 
fully the seriousness of the situation. About every six months the nurse in that 
district visited her and checked up on home conditions, precautions, etc. Stool 
and urine specimens were also sent in once or twice a year. 

About the middle of April, 1945, the nurse for Pictou County reported 
that Mrs. D. was washing dishes at a small restaurant in Trenton. The nurs 
was immediately instructed to have Mrs. D. leave there, as it was thought that 
she might possibly handle some food. On April 16th, the nurse advised Mrs. 
D. to leave the restaurant, and she did so on April 20th. 

On April 11th, Mrs. J. S. D., a daughter-in-law of Mrs. D., became ill. Some 
days later she reported to her family doctor. Her condition was diagnosed as 
typhoid, confirmed by a positive Widal on April 18th and positive blood culture 
on April 26th. The organism was phage type F. This woman later admitted 
exchanging articles of food with her mother-in-law. 

The second case was a young girl from New Glasgow, Miss M., who was 
diagnosed as having typhoid on April 20th but who had been sick for a’ week 
previous. This patient worked at the Eastern Car Works, Trenton. 

The third case was Mrs. E. M., a young married woman from New Glas- 
gow, also working in the same office of the Eastern Car Company. She had 
been sick from April 18th. 

At this stage we could see no connection between the first and the last tw? 
cases. The supposition was that Mrs. J. S. D. had contacted the disease from 
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her mother-in-law, while the other two cases had a different source. Phage- 
typing reports were not available, of course, at the time. Our only clue was 
that Miss M. and Mrs. E. M. had shared sandwiches. A thorough check was 
made of both these girls’ families by stool and urine specimens with negative 
results. Routine inquiry into the source of these sandwiches revealed that they 
had been purchased from “Smith’s” restaurant in Trenton. This immediately 
recalled the fact that Mrs. D. had been engaged as a dishwasher there. My next 
call obviously was on Mrs. D. I asked her if she had cut any sandwiches or in any 
way handled food while at the restaurant. In spite of my suspicions, her reply 
rather “floored” me. She stated bluntly, although with a defensive air, that slic 
had been doing all the cooking at the restaurant for the six weeks prior to April 
20th. I am afraid my remarks before I left were a trifle heated. 


The present situation was now quite clear and the potential situation was 
even more clear and unpromising. It was quite apparent that as Mrs. D. had 
been cooking up until the 20th of April, we might reasonably expect additional 
cases up until the middle of May or even later. The day following my visit, on 
April 27th, I sent a circular letter to all doctors in the county advising them of the 
situation, with particular emphasis on the probability of further cases. 


Without going into detail, I may say that our expectations were realized 
and other cases did occur in fairly rapid succession. In all, we had twelve pri- 
mary cases in the outbreak. The earliest onset was on April 7th, the latest on 
April 30th. They were equally divided between males and females and the 
ages varied from 17 to 45. 

Our two problems now were hospitalization and secondary cases. Actually, 
the two were closely associated. It was manifestly impossible to handle all the 
cases at the Aberdeen Hospital in New Glasgow, while to leave them at home 
was to invite secondary cases. Due to the efforts of the Town of New Glasgow, 
Dr. A. E. Blackett, Medical Health Officer for New Glasgow, and Miss Richard- 
son, Superintendent of the Aberdeen Hospital, the vacant Army Hospital at Park- 
dale was procured. This was opened on May 18th when nine patients were admit- 
ted and preparation made for others, as at that time we had no idea of the number 
of cases that might eventually develop. I would like to pay particular tribute to 
Miss Richardson and her staff at the Aberdeen Hospital for the speedy way in 
which they altered, equipped and staffed Parkdale Hospital. 


At this point there was another interesting occurrence. Our twelfth case 
was a married woman from Trenton, Mrs. F., who became ill on May 18th. 
She had eaten at “Smith's” restaurant but her incubation period was unusually, 
although not impossibly, long; that is, from April 20th to May 18th. As this 
case appeared a little out of the ordinary, inquiries were made as to previous 
illness among other members of the family. It was found that Mr. F. had 
developed what had then been diagnosed as pneumonia on April 25th, and had 
been quite sick for about three weeks. Mrs. F., a nurse before she married, had 
looked after him. Subsequent examinations of this man’s stools revealed them to 
be positive for S. typhosa; in other words, Mrs. F. was our only secondary case, 
and Mr. F., a missed case, was our twelfth primary. 
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The patients were held at the Isolation Hospital until they had three 
negative stools and urines. The Isolation Hospital was closed on July 10th. 
The patients were warned that their stools might revert to positive on their 
return home and were accordingly instructed to take all precautions for a period 
of one year just as though they were carriers. While the patients were in the 
Isolation Hospital, the members of the family at home were immunized with 
T.A.B. vaccine. 

All thirteen cases were confirmed by laboratory findings. All twelve pr- 
mary cases had eaten at “Smith’s” restaurant within the incubation period. All 
thirteen cases were phage type F, except Mrs. E. M., who did not have positive 
stools at any time they were examined, although she had clinical typhoid and her 
Widal was positive. In other words, all twelve primary cases had as their proven 
source a carrier, Mrs. D. Fortunately we had no deaths although the majority 
were severely ill. It is too early to know for certain if any carriers will develop. 

This paper is really not complete as the final disposal of the carrier has not 
been decided. Mrs. D. is now being investigated at the Aberdeen Hospital, New 
Glasgow, to determine whether or not she is a gall-bladder carrier. Duodenal 
drainage in order to examine specimens of bile, and catheter specimens of urine 
to determine if E. typhosa is present in the urine, are the two main features of 
the investigation. We believe that Mrs. D. will submit to an operation if she 
is found to be a gall-bladder carrier as determined by the presence of S. typhoasa 
in the bile and their absence in catheter specimens of urine. 

Many attempts have been made with a variety of drugs, etc., to terminate 
the carrier state. They have all been unsuccessful. Lately the sulphas, particular- 
ly Sulphaguanidine and Succinylsulphathiazole, have been used, to no effect. 
Sodium Tetraiodophthalein has been given to convalescent carriers, with 
apparently good results. We are planning to try this drug on some of our 
known carriers. In Mrs. D.’s case, however, we feel that, in view of her history 
of having caused some nineteen cases of typhoid, we should make use, if pos- 
sible, of the most certain cure, which is cholecystectomy. This operation has 
been productive of cures in an average of 75 to 90 per cent of cases as reported 
in the literature. Our own provincial series of four cases is too small to be of 
any significance. It is worthwhile noting, however, that all four were rendered 
stool-negative by the operation. We have hopes that our own local “Typhoid 
Mary” may be the fifth successful case. 





PERTUSSIS IMMUNIZATION IN EDMONTON 


G. M. LITTLE, MD., D.P.H. 


Medical Officer of Health 
Edmonton, Alberta 


HERE is fairly wide agreement amongst physicians of Edmonton that immun- 

ization against pertussis by the use of vaccine prepared with pooled strains 
of Phase 1 H. pertussis i8 a valuable and effective measure. Periodically, how 
ever, some members of our own profession, as well as mothers of children, present 
the question of how much value there is in this procedure. No answer to this 
question is more convincing than reliable statistics of experience in our own 
community if these are available. It was the search for such evidence which 
ied me to compile the following material, which may be of some value to those 
who have not yet had time to summarize their own experience in this respect. 

The antigen used was Pertussis Vaccine, and later Diphtheria Toxoid and 
Pertussis Vaccine (combined), as supplied by our Provincial Health Depart- 
ment and produced by the Connaught Medical Research Laboratories. I recently 


Wuoortnc CovuGH Morsipity, EpMontTon, 1931-1945 


heard a health officer question the propriety of combining pertussis vaccine with 
diphtheria toxoid, but our experience has suggested no diminution in the anti- 
genic value of either of these products when combined. Furthermore, almost 
all mothers bringing children to our clinic are glad to have their children pro- 
tected against both diphtheria and whooping cough at once when they discover 
that these antigens may be given together. 

The graph shown indicates the morbidity from pertussis in Edmonton 
during the past fifteen years. It will be noted that every third or fourth year 
during that period we have had a peak of greatly increased incidence. In 1943 
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the peak was considerably lower than the others in this fifteen-year period, 
despite an increase of 15,000 in population from 1939 to 1943, and with a really 
severe overcrowding of living accommodation during the past five years. We 
feel that the lowering of this peak is at least in part due to the fact that we gave 
pertussis vaccine to 1,998 children during 1943. 

Previously to 1943 we had failed to give this new type of pertussis vaccine 
the prominence it deserved on our program. It was not until the latter part of 
1942 that we began a persistent effort to increase its use; but during the years 
1943-44-45 we gave this protection to 4,744 children, practically all of pre-school 
age. We have not routinely given this vaccine to children under the age of 6 
months because of reports indicating an increasing inability of the infant to 
develop antibodies at decreasing ages in these early months of life. 

During the three years noted, each case of pertussis who was said to be 
immunized was investigated at the time of reporting. Table I presents the 
information gained by investigation of the 56 cases whose parents thought their 
children had been protected against this disease. 


TABLE I 


Cases REPORTED IMMUNIZED 


“ORE CIRMING MARTIN ois 6. ais ck oo bo cbc Secees axa 
SERENE Oi OE si 5 5 & oS sae 65d Baca KAS ere Re 38 
Received two doses only 

Received three doses only 

Not inoculated against pertussis 


It will be noted that only 11 cases received 3 doses. The remaining 45 
cannot be classified as immunized. We have improved this state of affairs 
considerably during the past year by a system of telephone and letter follow-up 
of those who fail to continue inoculations. It appears that numbers of mothers 
only require a reminder, with perhaps a little reassurance, to continue their 
visits until the child’s immunization is complete. 

During the years 1943-44-45 there were an estimated 19,037 children in 
the pre-school age group or graduated from that group during this period. 

The incidence of pertussis in the 4,744 of these immunized against this 
disease is compared in Table II with that of the remaining 14,293 who gave no 
history of similar immunization. 


TABLE II 


CoMPARATIVE MorsBipity RATES 
Number Cases of Rate 
in Group’ Pertussis per 1,000 
Immunized 4,744 11 2.3 
Non-immunized 14,293 964 67.4 


The immunized children were widely distributed over our city, and may 
be presumed to have had the same opportunities of acquiring pertussis as ha4 
the other group. That the rate of pertussis in the unprotected group was nearly 
thirty times the rate occurring in protected children seems very convincing 
evidence that the pertussis vaccine used was an effective protection against this 
disease. 
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Our experience regarding procedure may be of some interest. With more 
extensive use of this vaccine, it was promptly observed that the extent and 
frequency of reaction was most marked with the initial dose. This led us to 
reduce the first dose in the case of infants to 1 cc. instead of the usual 2 cc. Tis 
2 cc. amount was continued for the second and third doses. By so doing, w* 
eliminated most of the marked reactions in this group. We have seen no indica 
tion that such reduction of the first dose at this age materially reduces the 
immunity developed. I would add, however, that a large majority of these 
children are brought back for their reinforcing doses. We continue to have an 
ocasional marked reaction in older pre-school children, but have been reluctant 
to reduce the initial dose in their case for fear of administering insufficient 
antigen. 

In giving the 2 cc. dose to children we have continued to administer 1 cc. 
in each arm. Some moderate local reaction is not uncommon, and we have not 
considered it wise to give 2 cc. of a potent vaccine in one small arm, as has been 
the stated custom of some workers. The temptation has been great, however. 
In our experience, an inoculation in one arm can usually be accomplished without 
undue disturbance; but the approach to the second arm frequently precipitates 
a vociferous battle which is disturbing to the mother and to other children in 
the waiting room. It is also time-consuming and wearying to the operator. 
We are anticipating with pleasure the combined diphtheria-pertussis-tetanus 
vaccine, to be given in four 1 cc. doses, and which I understand will soon be 
made available to us. Despite the extra visit necessary, I am satisfied that 
both mothers and children will prefer it. I expect that it will eliminate many 
of the marked general reactions. 

Pertussis is still a dangerous and most trying communicable disease. It is 
recognized as such by most mothers, and they are generally anxious to have 
their children protected against it when they know that an effective protection 
is available. We have as yet no very effective remedy once the disease is ac- 
quired. It is therefore especially needful that the public be made familiar with 
the value of this preventive measure and its availability in the community. 








PUBLIC HEALTH NURSING IN THE CONTROL OF 
SYPHILIS AND GONORRHOEA 


PEARL STIVER, P.H.N. 
Nursing Supervisor 
Division of Venereal Disease Control 
Department of Health of Ontario 
Toronto 


5. Problems Which Face the Patient 


In Toe Home 


] 
ie the whole sphere of human suffering there is perhaps no illness which 
creates as many problems as do syphilis and gonorrhoea. If a young person 
is suddenly seized with a heart disease, the attention of her family is centred on 
her. The best of care is provided. She receives every attention. How different 
the attitude taken if the girl contracts syphilis and gonorrhoea. She daren’t 
tell her family. If she did, her father would put her out; her mother would he 
heartbroken ; family friends would despise her. Her illness becomes an unsur- 
mountable barrier between the patient and her family. 

Even if the family do not know or suspect the girl’s behaviour, the feeling 
of guilt and disgrace cuts her off from her enjoyment of her own home. Coupled 
with this feeling of inferiority is the fear of infecting others. We knew of one 
such patient who, for over two years, did not have a guest to her home or eat 
out in case of passing her infection on to someone else. She boiled every dish ske 
used and lived in absolute terror. 

2. Ix Toe Community 

The community regards the patient with syphilis and gonorrhoea in much 
the same light as do the family and their friends. Frequently when one attempts 
to interest patients in wholesome recreation they will reply: “But they wouldn't 
want me if they knew. That place is for good people.” 

The venereal-disease patient is cut off from all friends except those associ- 
ated with the contraction of her illness. 
3. At Work 

At work a similar problem arises. Coupled with a feeling of guilt and 
inferiority, the patient fears that she may lose her job. 


Such has been the 
case all too frequently. 


One young man 18 years of age was found to have a 
When the management learned of this, they promptly 
discharged him. He procured work in another factory. When he was told that 


positive blood serology. 


This is the last of a series of five articles. 
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he must have a complete physical examination, the boy appealed in terror to the 
health department. 

The syphilis and gonorrhoea patient, frowned on by family, an outcast of 
society, is faced with the problem of insecurity in his work. 


Ways IN WuicH THE Nurse May Assist THE PATIENT 
1. In THE Home 


In syphilis and gonorrhoea as in all other illnesses, the patient turns to the 
nurse for understanding and guidance. The nurse in her contact with the patient 
assists her in understanding herself and her family and accepting their attitude 
as part of her whole problem. Also, if the family know of the girl’s infection an: 
are willing to discuss it with the nurse, the nurse can do much toward enabling 
‘them to understand the patient and plan ways of helping her. 


2. In THE CoMMUNITY 


The nurse, by individual or group discussion, helps people to a better 
understanding of victims of venereal infection. Also she endeavours to encourage 


community action against unwholesome conditions which facilitate the spread 
of disease. 


3. At WorK 


This educational process is carried over into industry, where the nurse, 
possibly more than anyone else, convinces the management of the fact that 
the syphilis and gonorrhoea patient is not a menace towards his fellow workers. 
Education of all workers is important, too, so that the fellow employees will not 
“gang up” on the venereal-disease patient and demand that he be discharged. 
If Burns’ contention that “Man’s inhumanity to man makes countless thousands 


mourn” has any virtue whatever, it is certainly applicable in the field of venereal- 
disease control. 
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MILTON JOSEPH ROSENAU 





HE passing of Dr. Milton J. Rosenau on April 9, 1946, occasioned a great 

loss to public health all over the American continent. In his generation there 
were many leaders in the field of preventive medicine and public health, but Dr. 
Rosenau may well be considered to have made the most outstanding contri- 
bution. His monumental work, Preventive Medicine and Hygiene, first pub- 
lished in 1909, has been the authoritative text, not only in the United States and 
Canada, but also in many other countries, having been translated into half a 
dozen languages. The present edition is the sixth, and although it was issued in 
1935 it has retained its popularity and its position remains unchallenged. 

Dr. Rosenau, who was born in Philadelphia in 1869, graduated in medicine 
from the University of Pennsylvania at the age of twenty. Following post- 
graduate work in France, Austria and Germany, he joined the staff of the 
United States Public Health Service in 1890, and from 1899 until 1909 was 
Director of the Hygienic Laboratory (now the National Institute of Healti). 
During his twenty years with the Service he made notable contributions in 
bacteriology, immunology and related fields. 

In 1909 he resigned to undertake the development of post-graduate teaching 
in public health at Harvard University, becoming the first full-time professor 
of preventive medicine and hygiene in an American medical college. There he 
joined with Professor George C. Whipple, of the Harvard Engineering School, 
and Dr. William T. Sedgwick, of the Massachusetts Institute of Technology, in 
founding, in 1913, the first school of public health in the United States. This 
functioned as “The Harvard-Massachusetts Institute of Technology School” 
until 1922, when Harvard founded a separate school of public health. Dr. 
Rosenau was appointed Professor of Epidemiology and served also as Professor 
of Preventive Medicine in Harvard Medical School, continuing in these appoint- 
ments until his retirement in 1935. 

His retirement from Harvard afforded him a rest for scarcely a year, for 
the opportunity to lay the foundations of another school of public health at th: 
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University of North Carolina appealed to him so strongly that he immediately 
accepted the invitation. However, the work was only well started when the war 
came, and so throughout the whole period of the war he carried forward the 
work of the School, with a greatly depleted staff. The foundations were truly 
laid and the School of Public Health in the University of North Carolina is 
now one of the ten accredited schools of public health on this continent. Such 
an achievement reveals the many talents which Dr. Rosenau possessed, not the 
least of which were his organizing and administrative abilities. 


Thus Dr. Rosenau had a leading part in the establishment of three gradu- 
ate schools of public health. During his years in teaching, he gave generously 
of his time to national and international public health. Official and voluntary 
health agencies in all parts of the United States benefited from his counsel, and 
he was a valued adviser of the United States Public Health Service. He held 
many important appointments, and at the time of his death he was President- 
Elect of the American Public Health Association. 

To those in public health everywhere, his name was the best known of public 
leaders. More than a generation of students had been instructed and inspired by 
him in his classrooms, and to thousands of others he was known through his 
great text and reference book. He had the satisfaction of having seen his work 
prosper and of knowing that he had earned the confidence and the respect of 
public health authorities throughout the world. Canadian public health workers 
add their tribute to the memory of a great leader. 


MENTAL HYGIENE 


aoe every medical journal that comes to hand these days bears witness 

to the increasing appreciation of the psychological features of medical 
practice. Many medical men are asking themselves, “What is to be done for 
John Smith, in view of the obvious relationship between his low back pain and 
his financial situation (or his domestic situation, or his son’s misbehaviour) ?” 
They are also asking, “What is it possible to do in a really effective way to 
prevent mental health problems?” 


The existence of health problems in which mental mechanisms are the 
principal factors is accepted. That they show up in the guise of “physical” iil. 
ness as well as in frank “mental” illness is also accepted. These problems are 
a very heavy burden both for many individuals and for the community. There is 
general agreement that, burdensome as are the psychoses necessitating mental! 
hospital care, other illnesses in which mental mechanisms are major factors 
constitute an even more oppressive load. 

There is, of course, nothing new in these problems. They have always pre- 
sented themselves to the medical man in his practice. When faced with such 
a problem, his reaction often enough was that, failing any help from science— 
he remembered the psychiatry of his student days as a few lectures in a mental 
hospital—he would treat the patient to the best of his ability, albeit sympto- 
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matically ; would give him some time, a listening ear, and some good common 
sense by way of advice. If these did not help, he might send the patient to the 
clergyman, if the latter were regarded as “having his feet on the ground”. 

This state of affairs has changed in two respects, especially for the doctor 
who has returned from the Armed Forces. There is general awareness 
that all “physical” ailments have a psychological aspect. This varies in impor- 
tance from a minor to a major role in the onset and in the course of the illness. 
There is also awareness that the psychological features of illness must be com- 
bated with psychological weapons, and that there is scientific guidance to be had 
in the use of these weapons. The psychiatric articles in the current medical 
journals and such books as Levine’s Psychotherapy in Medical Practice are being 
widely read for such help. It is also realized by the medical man that he does 
not need to become a psychiatrist to increase greatly his effectiveness in treating 
such patients. 

However, he does feel the need for practical instruction in order to appreci- 
ate and apply what is available in the literature. There is need for teaching team- 
work by internist and psychiatrist in lectures and demonstrations at medical 
meetings and in courses for medical men in practice, both those who have 
returned from the Forces and those who, during the war, carried the burden 
in the home community. Such a course was recently conducted at the Univer- 
sity of Minnesota Medical School. Selected general practitioners attended a 
two-weeks’ course in the psychological aspects of general practice. The suc- 
cess attending this course was such that it is proposed to hold further courses. 

In the training of medical students, more attention has been given in the 
past few years to social and psychological aspects of medical practice. The 
increased time given to the teaching of public health is one evidence of this. A 
considerable measure of co-operation between the departments of medicine and 
psychiatry has been developed in many schools. There has been increased 
attention to psychological factors by clinicians of the departments of medicine. 
Teaching by psychiatrists in the medical wards and out-patient clinics of the 
general hospitals is a long step forward in this direction and has been wideiy 
accepted. 

A development urgently needed in the mental hygiene program in Canada 
is provision for the advanced training of psychiatrists, psychologists and psy- 
chiatric social workers, to man the clinics for out-patient service in the com- 
munity. Many of these clinics are “travelling” ones designed to bring expert 
help to places outside the large cities. Work with children is one of the chief 
concerns of such clinics. The behaviour patterns developed in childhood are 
recognized as fundamental to behaviour as an adult. To recognize and re-direct 
early steps on the way to handicapping adult attitudes is one of the basic mental 
hygiene approaches. Early treatment of milder personality deviations in adults 
is another attack. It is wasteful for the community and tragic for the individual 
patient if effort is directed only to providing hospital care for those whose atti- 
tudes have become so handicapping that they cannot remain in society. 

Although the environmental stresses on the personality are usually readily 
recognized, research is needed to increase our understanding of many matters. 





Aug. 1946 EDITORAL SECTION 337 


For example, how is it that one person reacts to stress with a cardiac neurosis, 
another with neurodermatitis, and still another with peptic ulcer? Increased 
understanding will undoubtedly result in more effective treatment. Our psy- 
chotherapeutic instruments need sharpening. In the field of prevention, one of 
the urgent needs is clear definition of the qualities of the early childhood environ- 
ment that are toxic. Among many other matters, light is needed on the develop- 
ment of conflicts within the personality, in which environmental factors are less 
prominent. In fact, research is one of the important needs in this whole field. 
In 1943 Canada spent over nineteen million dollars on the care of mental hos- 
pital patients alone. It is doubtful that one five-hundredth of that sum was 
spent on research. The need for research and for training of expert personnel 
has been recognized by the U.S. Congress in passing recently an act granting 
seven and a half million dollars for the creation of an Institute of Mental Health 
to be devoted to training and research. 

Research will also enable us to go ahead on the positive side, the promotion 
of mentally healthy ways of reacting. The principles of mental health must 
form part of the general principles of hygiene with which everyone should be 
acquainted, but especially parents, teachers, and in fact anyone who is in a 
position of authority over others. Mental hygiene must take its place in the 
public health program, i.e., “the development of the full inherited capacity 
of physiological and psychological well-being” (Sir John Boyd Orr). 

C. G. Stogdill 





NEWS 


Second Meeting of the Vital Statistics 
Council of Canada 


THE second meeting of the Vital Statistics 
Council of Canada was held at Ottawa on 
May 9, 10, and 11, 1946. All the Provinces 
and Yukon and Northwest Territories were 
represented. 

Many of the developments arising from de- 
cisions reached at the inaugural meeting of the 
Council in 1945, the results of research con- 
ducted by the Vital Statistics Division of the 
Dominion Bureau of Statistics, and recom- 
mendations of the Dominion-Provincial Con- 
ference on Vital Statistics and the Canadian 
Public Health Association were reported upon 
and fully discussed. 

A joint meeting of the Council was held on 
May 10 with the Dominion Council of Health 
(comprising the Provincial Deputy Ministers 
of Health) and the Deputy Ministers of Na- 
tional Health and Welfare. This joint ses- 
sion was addressed by Dr. G. B. Chisholm, 
Deputy Minister of National Health, on the 
international health situation. 

Dr. Halbert L. Dunn, Chief of the Vital 
Statistics Division of the United States Bureau 
of the Census, discussed the workings of the 
United States Sub-Committee for the revision 
of the International List of Causes of Death. 

Messrs. C. Scott and H. G. Page of the 
Vital Statistics staff of the Dominion Bureau 
of Statistics discussed technical matters in 
connection with the preparation of a standard 
birth card and on death clearance as they 
affect the National Register of Vital Records. 

A discussion on the “Role of Vital Records 
on Health and Welfare” was led by Dr. G. F. 
Davidson, Deputy Minister of Welfare, Mr. 
J. T. Marshall, Chief, Vital Statistics Division, 
Dominion Bureau of Statistics, and Mr. R. B. 
Curry, Director of Family Allowance, De- 
partment of National Health and Welfare. 
During this discussion, Dr. Dunn gave an 
outstanding talk on “Record Linkage”! Dr. 


1Record Linkage—Vital Statistics Analytical 
Report No. 2. Copies available at the Vital 
Statistics Division, Dominion Bureau of Sta- 
tistics. 


G. D. W. Cameron, Director of Medical Serv- 
ices, Department of National Health and Wel- 
fare, led a discussion on the establishment of 
a “Register of Health Personnel”. Other mat- 
ters under discussion were “Uniform minimum 
marriage age for all Provinces”, “Legal change 
of name of persons born in Canada and iden- 
tification of original record or records”, and a 
number of topics relevant to the administration 
of the Vital Statistics Divisions. 

On Thursday evening, the members paid a 
visit to the Vital Statistics Division of the 
Dominion Bureau of Statistics and viewed the 
National Index of Vital Records machinery, 
after which they proceeded to the home of Dr. 
and Mrs. F. S. Burke, at Rockcliffe, and en- 
joyed one of those gatherings which have now 
become an institution in connection with Vital 
Statistics meetings in Ottawa. 

On Friday evening, the Honourable James 
A. MacKinnon, Minister of Trade and Com- 
merce, gave an informal dinner to the members 
of the two Councils in a private dining-room 
of the Chateau Laurier; Mr. Herbert Marshall, 
Dominion Statistician, presided owing to the 
unavoidable absence of the Minister. 


Alberta 


Tue Axserta Department of Public 
Health again prepared three large rooms 
of health exhibits for the Edmonton exhi- 
bition, which was held July 15th to 20th. 
Two of the rooms were devoted to the oc- 
cupational therapy work of the five Provin- 
cial mental institutions, while the third was 
filled with general illustrative and edu- 
cational material from each of the divisions 
of the Department. Members of the staff 
were on duty each day to explain the X-ray 
films of the Alberta Tuberculosis Associ- 
ation display, the immunization set-up and 
the cultures from the Provincial Laboratory, 
the Entomology Division’s posters on rats, 
and the municipal hospital model, etc. 
Motion pictures on health were also shown 
in an adjoining room from three o'clock 
on, each day. In addition to the displays 
and motion pictures, the Department again 
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maintained a small hospital for the treatment 
of emergencies. The public showed a very 
keen interest in the exhibit. 

. as 

AN INTERNATIONAL CONFERENCE of ento- 
mologists and public health officials was 
held at Waterton Lakes in the International 
Peace Park on July 24th, 25th and 26th. 
The purpose of the conference was to discuss 
recent work in spotted fever, tularaem‘a, 
plague and encephalomyelitis, and to arrange 
for a better co-ordination of research and ex- 
change of information. 

Those in attendance were as follows: 
Dr. R. R. Parker, Director, Rocky Mountain 
Laboratory, National Institute of Health, 
Hamilton, Montana; Dr. M. R. Bow, 
Deputy Minister of Health, Edmonton, 
Alberta (Chairman); Dr. R. J. Gibbons, 
Chief, Laboratory of Hygiene, Department 
of National Health and Welfare, Ottawa; 
Dr. C. B. Philip, Entomologist, Rocky 
Mountain Laboratory, Hamilton, Montana; 
Dr. J. S. Cull, Deputy Provincial Health 
Officer, Victoria, B.C.; Dr. H. S. Doyle, 
Director, Division of Communicable Dis- 
eases, Department of Public Health, Regina, 
Sask.; Dr. F. M. Prince, Entomologist, 
Plague Suppressive Measures Laboratory, 
U.S. Public Health Service, San Francisco, 
Cal.; Dr. J. G. Rempel, Professor of Ento- 
mology, University of Saskatchewan, Sas- 
katoon, Sask.; Mr. A. W. Klotz, Assistant 
Director of Laboratories, State Board of 
Health, Boise, Idaho; Dr. R. M. Shaw, 
Provincial Bacteriologist and Professor of 
Bacteriology, University of Alberta, Edmon- 
ton; Dr. F. A. Humphreys, Bacteriologist, 
Laboratory of Hygiene, Kamloops, B.C.; 
and Mr. J. H. Brown, Entomologist, Depart- 
ment of Public Health, Edmonton. 


Saskatchewan 


THERE Has been an increase of 147 practis- 
ing physicians in Saskatchewan during the past 
eighteen months and additional medical person- 
nel is still going to the Province. 
1, 1945, there were 398 doctors practising in 
in the Province and at July 1, 1946, there 
were 545, an increase of approximately 37 per 


At January 


cent. Actually, more than 147 doctors took 
up practice in the Province during the 


eighteen-months’ period because many older 
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doctors retired as soon as replacements were 
available. Some of the new doctors formerly 
practised in Saskatchewan and are returning 
following release from the armed forces or 
other duties, but many never practised in the 
Province before. It is part of the program of 
the Health Services Planning Commission, of 
which Dr. C. G. Sheps is acting chairman, and 
other health department branches to attract as 
many doctors as possible to Saskatchewan in 
view of the general shortage. 
* * * 

Dr. C. G. Sueps has received a special 
fellowship from The Rockefeller Foundation 
in social medicine and public health and will 
attend Yale University School of Medicine 
next September, on leave of absence from 
his posts of acting chairman of the Health 
Services Planning Commission and Assistant 
Deputy Minister of Health. His program 
will include intensive study of medical-care 
program administration, with special empha- 
sis on the social factors involved in disease. 

* * * 

Usinc Paracuutes similar to those used 
by the R.A.F. to drop food and supplies to 
British troops in the Burma jungles, serums 
and other medical supplies urgently needed 
by isolated Saskatchewan communities to 
combat disease epidemics will be dropped 
from the Provincial Government's flying 
ambulance or other planes in the future. 

The new health service follows the com- 
pletion of successful tests conducted at 
Regina airport with the air ambulance air- 
craft. An 18-foot parachute was used tu 
drop containers of serums, vaccine, and 
medical supplies. The emergency service 
was developed by Dr. H. S. Doyle, Director 
of the Communicable Disease Division of the 
Provincial Department of Health, in col- 
laboration with Pilot Keith Malcolm of the 
Saskatchewan air ambulance service. In 
the words of Dr. Doyle, “the aim of the 
service is to check epidemics before they 
reach dangerous proportions. It could also 
be the answer to the serious problem of 
providing rapid, first-class medical assistance 
to isolated communities.” 

The southern part of the Province, to 
Prince Albert, is served by the Health De- 
partment’s flying-ambulance plane. North 
of Prince Albert the service is taken over 
by aircraft of the Department of Natural 
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Resources, which have also served as ambu- 
lance planes for this area in the past. 


* * * 


FreDERICK D. Mort, B.A., M.D., C.M., 
L.M.G.C., a graduate of McGill Medical 
College, Montreal, and one of the out- 
standing public health authorities in the 
United States, has been released by the 
Surgeon General of the United States Pub- 
lic Health Service to become chairman of 
the Saskatchewan Health Services Plan- 
ning Commission. Dr. Mott, who is the son 
of Dr. John R. Mott, will take over his 
duties from the acting chairman, Dr. G. C. 
Sheps, on September 1, when the latter goes 
on leave of absence to take a special Rocke- 
feller Foundation fellowship for advanced 
studies in social medicine and public health. 

Dr. Mott has been serving in the United 
States Public Health Service with the rank 
of senior surgeon. He is also chief medical 
officer in the Farm Security Administration 
of the U.S. Department of Agriculture, as 
well as national activity leader in the Rural 
Health and Sanitation division of the De- 
partment of Agriculture. Under Dr. Mott’s 
leadership, the Farm Security Administra- 
tion has conducted extensive health and 
medical-care activities among low-income 
farmers as part of its rural rehabilitation and 
farm ownership program. These include 
health education, environmental sanitation, 
promotion of full use of community health 
resources, and development of medical, 
hospital and dental service plans on a pre- 
payment basis. In 1942, under his leader- 
ship, 995 prepayment plans were in operation 
in 1,074 counties of 41 States, covering 
614,000 people in 117,500 families. 

During the war, Dr. Mott was chief of 
the Health Services Branch, Office of Labor, 
War Food Administration. 

* * * 


STANDARD PLANs and working specifi- 
cations for 10- or 20-bed rural hospitals and 
health centres will be made available free of 
charge to communities desiring to build. 
The arrangements have been made by the 
Health Services Planning Commission and 
the plans have been prepared by a well- 
known architectural firm in Regina. In 
addition to obtaining the plans, communities 
can consult the architects regarding specific 
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sites and modifications to meet local needs. 
This service is also available without charge. 

Prepared in consultation with medical and 
nursing authorities, the plans will, it is be- 
lieved, save communities building such 
hospitals and health centres between $1,509 
and $3,000. The exteriors of the buildings 
are of modern and functional design and the 
plans incorporate an efficiency of arrange- 
ment which reflects the most up-to-date 
thinking of experts in rural health services. 
The plans will, it is hoped, enable Saskat- 
chewan communities to provide themselves 
with most modern facilities according to the 
latest scientific principles at considerably less 
cost than they would otherwise pay. 


Manitoba 


I. M. CrecHorn, M.D., D.P.H., has suc- 
ceeded Dr. Paul L’Heureux as Director of 
Local Health Services in the Department 
of Health and Public Welfare. Dr. Cleg- 
horn is not a newcomer. He was on the 
staff of the Department in 1930 and left in 
1931 to become Medical Director of the 
first Health Unit to be opened in Manitoba 
(the St. James—St. Vital Unit). 

Dr. Cleghorn graduated from the Toronto 
Medical School in 1922, took post-graduate 
work at New York Lying-in Hospital, and 
received the Diploma in Public Health from 
the School of Hygiene, University of To- 
in 1931. He served with the armed 
forces for one and a half years in World 
War I and as Hygiene Officer, No. 2 Air 
Command, R.C.A.F., in World War II. 

* * * 

W. G. Campsett, D.D.S., has been ap- 
pointed Director of Dental Services under 
the Department of Health and Pubiic Wel- 
fare (Extension of Health Services). A 
native of Manitoba and a graduate of the 
University of Minnesota Dental School, Dr. 
Campbell first engaged in private practice 
in Manitoba. Later he was attached to the 
teaching staff of East China Union Uni- 
versity for seven years. After joining the 
Canadian Dental Corps, he served with tlie 
20th Canadian General Hospital in North- 
west Europe. 


ronto, 


* * * 


J. S. Bett, B.A., M.D., D.P.H, has beea 
appointed Assistant Bacteriologist of the 
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Provincial Laboratories in the Department 
of Health and Public Welfare. A Bachelor 
of Arts graduate of Victoria College, Dr. 
Bell took his degree in Medicine at the 
University of Toronto in 1944. After serv- 
ing for a short time in the Armed Forces, 
he returned to the University of Toronto 
and obtained his Diploma in Public Heaith 
early in 1946. 
* * * 

L. A. Kay, M.ASc., ap- 
pointed Director of Public Health Engineer- 
ing under the Department of Health and 
Public Welfare (Environmental Sanitation). 
The field of public health is not new to Mr. 
Kay. For ten years prior to his enlist- 
ment in the Royal Canadian Engineers he 
was employed by the Ontario Department of 
Health. 

Mr. Kay graduated in Civil Engineering 
from the University of Toronto in 1931 and 
received his M.A.Sc. degree in Sanitary 
Engineering from the same University in 
1934. He joined the Armed Forces in 1941, 
serving in England for two years and later 
in Continental Europe. 

* € ¢ 

Mrs. M. J. VANN, Nutritionist for the 
Department of Health and Public Wel- 
fare, resigned as of August 1, 1946, to join 
her husband, Dr. E. K. Vann, who just 
recently graduated in medicine from the Uni- 
versity of Manitoba. 

Miss Dorts Noste, graduate in Home 
Economics from the University of Manitoba, 
has been appointed Junior Nutritionist in 
the Department of Health and Public Wel- 
fare. Miss E. M. Y. Love, Nutritionist, 
plans to take post-graduate work in public 
health nutrition at the University of 
Toronto. 


has__ been 


* * * 


Dr. WICKREMESINGHE, Deputy Director 
of Health for Ceylon, visited the Depart- 
ment of Health and Public Welfare recently, 
and gave an interesting account of the 
development of local health services in 
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Ceylon during the last twenty years. In 
this period, 74 of 91 planned units have been 
established. The units include health officer, 
sanitarians and nurses. Each unit serves 
a population of about 50,000. At present, an 
intensive anti-malaria campaign is being con- 
ducted, using DDT and mobile spraying 
units. School lunch programs and milk- 
distributing centres for infants are doing 
much to improve the nutritional standard 
of children. Concrete evidence of the effect 
of the public health program is seen in the 
reduction of infant mortality rates from 175 
to an average of 120, and to as low as 60 in 
the oldest health units. 


Ontario 


THE First community X-ray survey con- 
ducted by the Division of Tuberculosis Pre- 
vention, Ontario Department of Health, was 
held in the Porcupine Mining District in 
September, 1944. The success of this project 
demonstrated the feasibility of extending a 
similar program elsewhere in the Province. 
Since that time, 50 community surveys have 
been held, and 30 more are scheduled for the 
balance of 1946. Between February 1 and 
July 15, 1946, approximately 141,000 persons 
have received a chest X-ray film in community 
surveys conducted by the Division and it is 
expected that a total of 250,000 will be ex- 
amined in the current year. 

Thirty-five local tuberculosis committees 
have been formed and a considerable number 
of organizations previously interested in tuber- 
culosis control have been reorganized by the 
Ontario Tuberculosis Association. These com- 
mittees are sponsoring community surveys in 
their respective districts as well as assisting in 
the establishment of regular periodic chest 
clinics in centres where adequate X-ray facili- 
ties are available. Annual Christmas-seal sale 
campaigns are carried on by these organiza- 
tions, the funds raised from this source being 
used to pay the local financial obligations for 
the district tuberculosis-control program. 








THe Association’s Committee on the 
Certification of Sanitary Inspectors an- 
nounces that of the 42 candidates who 
wrote the June examinations for the Cer- 
tificate in Sanitary Inspection (Canada), 
38 were successful; 3 were conditioned 
in one subject and will have to repeat 
it at a subsequent examination before 
the certificate can be granted; and 1 
failed. 

The successful candidates and those 
conditioned in one subject are as follows: 
British Columbia: John Davis, Van- 
couver. 

Alberta: Alex Baltis, Calgary; Roy 
Alfred Bee, Calgary; James Ernest T. 
Hoskins, Calgary; Albert Lees, Calgary; 
and David William Smith, Calgary. 

Saskatchewan: Aubrey Arthur Ball, 
Prince Albert; Frederick Murray Craw- 
ford, Regina; Colin Francis Hartigan, 
Rosetown; Joseph Locke, Regina; James 
Brown Macrone, Yorkton; Sidney Fran- 
cis Price, Regina; and Frank H. Simons, 
Regina (conditioned in Sanitation). 

Ontario: George Duncan Boyce, Osh- 
awa; Bruce Robert Wallace Bryan, Galt; 
Peter Bryckar, Toronto (conditioned in 
Sanitation); Wilfred Gordon Cooke, St. 
Catharines; Reuben Clinton Cooper, 
Margo, Saskatchewan; Thomas Edwin 
Elliott, North Bay; William Leonard 
Empey, Toronto (conditioned in Sanita- 
tion); John James Gilmour, Toronto; 
Mark Gerald Greenan, Toronto; Edward 
Bernard Harris, Hamilton; Douglas 
James Harrison, Toronto; George Ira 
Hazlewood, Toronto; Lloyd George 
Heard, Toronto; Wallace Alexander 
Johnston, Hamilton; James Kennedy 
Lawson, Thorold; Elton William Lloyd, 
Hamilton; Creba Alexander MacSween, 
Hamilton; Felix Cyril Mavrinac, Ham- 
ilton; Albert Reed, Toronto; Stanley 
Coombs Scarterfield, Toronto; Harry 
George Stefanyk, London; Isadore Tar- 
die, R. R. 3, Norwich; Herman Kin- 
zinger Terry, Toronto; Jack Floyd 


Wismer, Port Elgin; Bruce Hudspeth 
Young, Toronto. 

New Brunswick: Douglas Alfred Little, 
Saint John. 
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Nova Scotia: Douglas Frederick Fownes, 
Sydney, and John Alexander O’Connor, 
New Waterford. 

As in the past, the responsibility for 
conducting the examinations was left 
with the Provincial Departments of 
Health, the chairman of the provincial 
board being appointed by the Deputy 
Minister or Provincial Health Officer. 
The second member was chosen by the 
chairman, and the third nominated by 
the Canadian Institute of Sanitary. In- 
spectors. The Committee on the Certifi- 
cation of Sanitary Inspectors gratefully 
acknowledges the co-operation of the 
following members: 

British Columbia: Mr. R. Bowering, 
M.A.Sc., chairman, Dr. J. M. Hershey, 
and Mr. Vernon Enman, C.S.1.(C.). 

Alberta:. Mr. Donald R. Stanley, 
B.Sc., chairman, Dr. G. M. Little, and 
Mr. J. Butterfield. 

Saskatchewan: Mr. J. G. Schaeffer, 
B.Sc., chairman, Dr. G. R. Walton, and 
Mr. M. H. Kennedy, C.S.1.(C.). 


Ontario: 

1st board: Dr. J. G. Cunningham, 
chairman, Dr. A. R. B. Richmond, and 
Major H. Sharp, C.S.1.(C.). 

2nd board: Dr. D. W. S. Puffer, 
chairman, Dr. F. O. Wishart, and Mr. 
R. W. Ruggles, C.S.1.(C.). 

3rd board: Dr. N. E. McKinnon, 
chairman, and Mr. D. S. McKee, 
@s.1.(C.). 

New Brunswick: Dr. J. A. Melanson, 
chairman, Dr. R. A. H. Mackeen, and 
Mr. John N. Flood. 

Nova Scotia: Dr. D. J. Mackenzie, 
chairman, and Dr. P. S. Campbell. 

With the granting of the certificate to 
these 38 candidates, 452 inspectors have 
received the Canadian qualification since 
the examinations were introduced eleven 
years ago. This was the second of two 
special examinations which were ar- 
ranged this year to expedite the qualify- 
ing of returning servicemen. The first 
was held on March 28, 29 and 30, and 
28 candidates were successful. 








Principles and Practice of Tropical 
Medicine. By L. Everard Napier. To- 
ronto: The Macmillan Company of Canada, 
1946. 917 pp. $11.00. 


THE study of tropical medicine has become 
of greater interest to Canadian physicians 
with the return of servicemen and trained 
medical officers from the warm climates. This 
interest should be sustained by the knowledge 
that due to rapid transportation facilities we 
are no longer isolated from tropical diseases. 

To the students or teachers of tropical medi- 
cine in this country, Dr. Napier’s new textbook 
should be a welcome addition. The author is 
undoubtedly one of the outstanding British 
authorities on tropical medicine and his present 
work consists of a revision of his original 
privately printed textbook plus many additions, 
resulting in a textbook adequately covering the 
important topics of a rather extensive subject. 

Principles and Practice of Tropical Medi- 
cine is well prepared and the subject-matter 
is divided and sub-indexed in such a way that 
all the topics are readily accesible. The 
author considers his work to be a textbook 
and not a book of reference. Dr. Napier is 
an exponent of what might be termed British 
tropical medicine in contradistinction to the 
American school of thought. Generally speak- 
ing, these two schools show little difference 
in basic ideas regarding aetiology or epidemi- 
ology ; on some subjects the advocated methods 
of treatment vary. 

Dr. Napier’s discussion and proposed treat- 
ment of amoebic dysentery and malaria should 
help to round out the knowledge of the clini- 
cian or student who has taken his tropical 
training under American authorities. 


Diagnostic procedures are discussed through- 
out the volume. One of particular interest to 
clinicians will be the detailed description by 
Dr. Napier on splenic puncture. This valuable 
diagnostic procedure has been somewhat 
avoided in the past because of inexperience or 
the fear of complications. Dr. Napier claims 
that the procedure is not dangerous if care is 
taken, and having seen him perform this pro- 
cedure, this reviewer would agree. 
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The text is clearly and concisely written and 
the illustrations and charts plus the interesting 
historical notes that the author has included 
help to make this edition one that can be re- 
commended to students and teachers of tropical 
medicine and all medical libraries. 


J. H. Baillie 


Everyday Psychiatry. By John D. Camp- 
bell, M.D. Montreal: J. B. Lippincott Com- 
pany, 1945. 333 pp. $6.00. 

THE intention of Everyday Psychiatry is to 
give the student and the general practitioner 
an understanding of the lesser psychiatric dis- 
orders which are a part of general practice. 
Instead of giving practical and specific advice 
for diagnosis and management as might be 
expected, the book is made up of broad and 
theoretical considerations. The thesis is that 
the personality is constitutionally determined 
and unchangeable; hence therapy is directed 
not to trying to reorganize the personality but 
to recognizing and understanding the person- 
ality deviation and assisting the adjustment on 
this basis. The author’s reaction to psycho- 
genesis is extreme, if healthy in direction; he 
“does not consider broken homes, family quar- 
rels, or other such disruptions as etiologically 
significant in the production of the borderline 
mental conditions.” There is little discussion 
given to the problems of childhood, hysteria, 
incipient schizophrenia or the organic psy- 
choses, all of great interest to general medi- 
cine. The book will have most value for the 
interested medical student; the theory is 
within his range, the system for organizing 
a history useful, and the description of person- 
ality types good. 

T. A. Fraser 


Journal of the History of Medicine and 
Allied Sciences. Edited by George Rosen 
and published quarterly by Henry Schuman, 
20 East 70th Street, New York 21. $7.50 
a year in the United States, Canada, and 
Latin America; $850 in other countries. 
Volume 1, Number 1, January 1946. 
Under the title “What is Past is Prologue”, 

the editor George Rosen gives his reasons for 
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the organization of this Journal. He holds 
that historical knowledge is not only necessary 
in the analysis and understanding of present 
problems but is also an important cultural 
element in the training of every physician 
which has been neglected in the past seventy- 
five years. The editorial board is supported 
by a large staff of consultant editors drawn 
from the United States and many other 
The only other publication in this 
field is the Bulletin of the History of Medicine 
edited by Dr. Henry E. Sigerist. 
is intended 


countries. 


This journal 
to support the Bulletin and 
“provide another focus for studies in medical 
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history”. As its title implies, it comprises a 
wide field including public health, pharmacy, 
nursing and the various sciences applicable to 
medicine. 

The first number contains a dozen original 
papers, some of which are biographical; others 
deal with general topics such as medical educa- 
tion in 17th Century England and the early 
pharmacopoeias of Europe. There are also 
detailed reviews of recently published books 
and a section devoted to notes and queries. 

The general character of the articles, re- 
productions and printing is of a high standard. 

F. H. Fraser 


ABSTRACTS 


Observations on Mass Chemo-Prophy- 

laxis With Sulfadiazine 

A Hic# incidence of common respiratory 
diseases in an army training camp in the 
early winter of 1945 prompted this trial of 
sulfadiazine prophylaxis. One gram of the 
drug was administered daily to some 20,000 
infantry personnel for a period of five weeks. 
An immediate and steady decline in hospital 
admissions resulted during the period of 
prophylaxis. Shortly after the cessation of 
the trial, the hospital admission rate again 
rose sharply. 

The weekly rate for 
respiratory disease during the trial 
was reduced by 33 to 59 per cent. 


admission common 


period 
There 
were no cases of meningococcic meningitis. 
Two cases of this disease occurred within 
two weeks of cessation of the program, both 
being recent inductees newly arrived in camp. 
Lobar pneumonia 

reduced, as 
episodes. A 


admissions were signifi- 


cantly 


were rheumatic fever 


sharp and unexplained drop 
(36 per cent) in the occurrence of atypical 
pneumonia The incidence of 
significantly affected. 

Untoward reactions to sulfadiazine were 
uncommon, only 63 persons manifesting any 
difficulty, and 
The frequent reaction was 
skin eruption, occurring in 52 of the 63 re- 
actors. Fever with rash occurred in 30 and 


was noted. 


scarlet fever was not 


in none was the. reaction 


serious. most 


sore throat and malaise were common symp- 
toms among those affected. 
nausea and vomiting. 


A few manifested 


The results of the program were regarded 


as distinctly beneficial in disease prevention 
and in reduction of non-effective rates. Similar 
results in civilian life under suitable circum- 
stances would appear possible. 

Billow, B. W., and Albin, M. S., Ann. Int, 
Med., 1946, 24: 863. 


Whooping Cough 


THE authors discuss the problem of a test 
for immunity following administration of per- 
tussis vaccine. It is felt that complement 
fixation provides such an index but is too 
cumbersome for routine performance. A com- 
parison of results obtained with complement 
fixation and skin tests carried out on 340 
infants is presented. An experimental per- 
tussis vaccine (irradiated) was used for im- 
munization of the group. The skin test material 
consisted of lyophiled purified agglutinogen. 
The test is read at % and 24 hours. Indura- 
tion of 10 mm. or greater is read as positive 
and interpreted as representing immunity. In 
this series 85 per cent gave positive skin re- 
actions and 71 per cent 3 or 4 plus comple- 
ment fixation. The correlation between the 2 
tests was 72 per cent. 

The authors therefore suggest that the ag- 
glutinogen skin test is a reliable index of 
vaccine-conferred immunity. The best time to 
perform the test is apparently about 4 months 
after the final dose of vaccine. A recall dose 
of 2 cc. usually increased the immunity of those 
with borderline reactions to these tests. 


Sauer, L. W. and Markley, E. D., J. A. M. 
A., 1946, 131:967. 
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